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For my own part although I do not carry a trade union card I wish it to be understood that I occupy no eclectic position in which the best is so often the enemy of the good. I accept the classical Freudian psychopathology with a few reservations: of these reservations I would cite:
(1) Due regard to the presence of psychotic undertones which have been elucidated by Klein. (2) Due regard to the inborn constitutional factors which, once classified, must influence any optimism with which the interesting unconscious dynamics might suborn our prognostic judgments.
Despite my conviction of the value of Freudian psychodynamics in giving meaningful structure to both character and its various neurotic and psychotic disorders I feel myself free to vary my practical approach by the use of ancillary methods such as narco-analysis, abreaction techniques and analytical interpretations where full analysis is economically impossible or undesirable for dynamic reasons. I hold strongly to the need for careful ancillary personality studies before analysis is decided upon. These are particularly valuable in hospital and clinic practice where leisurely procedures of analysis at long term, yielding deeper insight, may prove uneconomical.
And indeed while I have a quite irrational abhorrence of brain slicing, I think that we are justified in certain circumstances of threatened disasters to recommend the Frankenstein approach.
What renders the problem of obsession-compulsive states difficult is not solely the bewildering variety of its manifestation but the relation they bear in psychopathology to certain conditions which can be more simple in structure or infinitely more complex. By the former, 1 wish to imply less difficult of resolution, in that they derive from later stages of mental organizations; by the latter I refer to those disorders which are mainly psychotic in character. I regard the distinction as important, for choice of treatment will rest on this distinction.
In their relation to the less complex state, reference is here made to anxiety proper and to phobic states.
In looking through case records from 1925 onwards of persons seen by me, I note the frequency with which presenting anxiety symptoms were associated with (a) obsessional personality traits and sometimes actual obsessional and compulsive symptoms and (b) phobic symptoms held with obsessional force and transformed into obsessional rituals of great elaboration developed for the purpose of the avoidance of the phobic situation. The possibility and advisability of analytic treatment will rest upon recognition of these variants.
With respect to the first and second, I can select examples which are representative of these groups.
(1) A man aged 45. Growing sense of dislike of his wife who had traits representing the obverse of an obsessional person's ideals, she was slatternly, had a body odour and while she had sex appeal he found he was obliged to reduce desire for intercourse, unless she expressed the wish. He is meticulous, highly moral, and "I would rather die than be unfaithful". Last February he developed acute cardiac pain and dyspnoca, with little exertion. This proved to be associated with sudden realization of the attractiveness of his secretary. This he met with all his feelings of righteousness and sexual restraint. Having received assurance of a normal heart and lungs, he found himself with an increasing hostility to his wife's untidiness and an increase in his sense of orcerliness and cleanliness. He has also a residual phobia of cardiac failure despite a cardiologist's repeated reassurances. He now cries out for a ritualized life which will check his dread of his symptoms. Treatment has already led to a pronounced improvement. This "cardiopath" is now more aware of his moral problem and its source.
(2) A young man of 29, a musician, single, had a sudden fainting attack while attending a play. For some weeks he remained anxious and fearful of playing in the orchestra lest he should faint again. Just before the onset his mother had dissuaded him from marrying a girl whose family was not socially acceptable to her. A week after he came to see me, he read of the murder of Raven's fatherand mother-in-law. He suddenly became obsessed with the thought of murdering his mother. The anxiety attack occurred in December 1949. His parents were maladjusted to one another and lived apart. His two sisters have parted from their husbands. DEC. PSYCHIAT. 1 Prior to the breakdown his personality was intact, but he fainted when called up for service but served well for two years, when he was discharged for anxiety neurosis.
There were no signs of obsessional or compulsive behaviour, and apart from features of mother fixation no signs of neurosis or behaviour disorder occurred in childhood and puberty. Always characterized by procrastination.
Nevertheless, with the continuation of treatment the compulsion has abated or, more accurately, has been replaced by a mild depression expressed in loss of interest in his work and feelings of great exhaustion. Analysis has been cramped by his working hours and has been conducted by analytic interpretation of dreams, and day to day situations which seemed inexplicable to him.
Such improvement as can be registered is due to an intact personality and the relatively partial invasion of the compulsive process.
(3) A woman of 45, married, one child. Marriage successful. Highly endowed, artistic. Last January suddenly felt sick and weak in the legs while on holiday and about to see her daughter off to bed. Since then she has had a phobia of being alone or out alone lest she has another attack. She has had great flatulence all her life, made worse after appendicectomy thirteen years ago.
Last March, while still controlling her phobia by having a companion or her husband to take her around she suddenly thought she would murder her child. Compulsion to suicide while near a window alternated with this thought. Both compulsions have been minimized by I grain sodium amytal per day. She is in the early stages of treatment and the flatulence as well as the attitude to the child are becoming closely woven together as a result of the dynamic relations being made clear.
(4) A less favourable example is that of a man of 55, successful industrialist; one son. He comes from a family of five, all exceptionally gifted in the fields of art and science but distinctly unstable and rebellious in their family relations, and loyalties, but no neurosis. He is the least rebellious, devoted to parents who were separated. Exhausted himself with social welfare work and helping underdogs.
Developed a cardiac neurosis seventeen years ago and did much "welfare work" in supporting cardiologists in Harley Street. Last year he lent his son his razor and felt compelled to murder him. He has had repeated compulsion thoughts of slashing his own throat and wrists.
Treatment has been impossible by the psychological route because there is repeated oscillation between periods of cardiophobia and periods of compulsive anxiety of profound degree. He feels he is kept going by paying tribute to Harley Street. He refuses leucotomy on grounds not of fear of operation, but because of loss of prestige he feels it would entail.
In surveying my case records I find that the compulsive states as compared with obsessive ruminative states are much more prone to remissions or to the supervention of somatic anxieties.
For my own part I should be prepared to say that the ruminative type of obsessional and those held within the grip of imperative rituals are extremely difficult to treat by analysis and I think for several reasons.
The logic of such patients is not only tightly woven but held with skill born of the high intelligence with which they are so frequently endowed.
Attempts at free association are met with repeated secondary logical elaborations which act as something more than ego defences. The logic is used at most elementary levels and if broken down by the analyst's attempt at too early an interpretation however valid, more primitive reaction formations assert themselves in the form of paranoid and depressive reactions preceded by phases of very acute anxiety. This I believe to be due to the patient's difficulty in handling ano-sadistic phantasies disguised by the myth and magic of the ritual or the thought defences.
To this degree efforts at abreaction are dangerous. In one case a compulsive ruminator was disclosing oedipal phantasies which seemed to screen deeper pregenital guilt, and an acute psychotic depression supervened. In this, anxiety was uppermost and was dealt with as such by the transference being deliberately maintained at a conscious uninterpreted level, while the psychiatrist in control was able to maintain a good father role standing opposed to the mother whom the patient feared and a bad devouring beast, an introjection of his early oral sadism. During the period of conscious support he was able to return to work with minimal compulsive symptoms. I have no time to cite other examples in which the abreactive approach had made the patient materially worse. In my view no case of obsessional tension should be treated by reinforced abreaction. In most cases of compulsive neurosis the compelling act with the exception of the obsessional compulsive ritual is very close to the primary impulse, and if this is suddenly released a psychosis can be precipitated.
A word or two must be devoted to the obsessional compulsive states in young subjects with intimations of schizoid personality traits. Before embarking on deep psychological treatment it is worth devoting considerable time to a careful personality study to ascertain whether beneath such adolescent obsessional thinking there is not screened a larval schizophrenia. To quote an example, a boy of 15 of I.Q.1 35, had extreme obsessional rumination well held together by excessive circular thinking. Against my wishes the parents sent him to someone for analysis. Within six months he became schizophrenic. Alarmed by the change the psychiatrist sent him for a course of deep insulin coma. He made a recovery within nine months and was preparing for his matriculation. He then returned to his obsessional rumination state with many superadded rituals. There are some, no doubt, who could and would administer full length psychoanalysis. He was not in my view the impulsive type, who would have been chosen for leucotomy. Nevertheless, the Rosen Constitutional factors apart, psychoanalysis has clearly shown that the roots of compulsiveobsessional behaviour lie in childhood, in the battle between two forces: the early object relations associated with oral and anal interests and the cultural methods of nurture varying in different social groups.
Obsessional and compulsive behaviour is all too common in childhood but then prognosis is by no means unfavourable particularly if personality deviations are discovered early and receive treatment; that is treatment of the child, and treatment also of the parents with respect to their nurtural techniques and their own carry-over of obsessional traits and demands. In children it is noticeable how little troubled they are by their own obsessional behaviour-some seem almost to accept them as a part of life-like play itself; indeed the obsessions are in the nature of an acting out. Some children of high intelligence exhibit some of the sophistication of adult ruminators. Interpretation during play can be met by subtle arguments used as defences against insight.
Nevertheless, despite this difficulty the transference once established makes it possible for the child to play out aggression phantasies which can be explained in the play situation. To the parents this interlude of aggressivity in what has been a controlled and obsessive child can be disconcerting and they may wish treatment to cease.
The compulsive child is frequently also phobic and while in these cases the child's distress is real and sometimes intense, play therapy is very helpful and hopeful. I do not feel that leucotomy should be even thought of, let alone practised in any child before puberty.
Prognosis is not always good for treatment in cases when there is abnormal E.E.G. But even where immaturity is a pronounced feature with poor ego development, a benign regime analytically informed is the best order of life to adopt with no direct treatment at all by a psychiatrist.
In closing, I beg to sum up, thus: (l) The type of obsessional compulsive of extreme degree is rare, and may seem to be less so when they gravitate to certain psychiatrists who are known to specialize in this type of disorder. This extreme type is usually so narcissistic with minimal powers of transference that analysis is impossible unless the analyst starts with no high hopes and the patient is prepared for years of treatment. We must admit that these unfortunates ultimately reach a neurosurgeon.
(2) The milder case particularly with phobic interludes or with phobias held in check by obsessional-like means can and should where possible be given the opportunity for systematic analysis on long term. Here too a qualilication must be made. Where constitutional factors can be demonstrated and where signs of personality immaturity are clear in the early stages of investigations a more supportive type of treatment is indicated by, if possible, a psychiatrist with good psychopathological insight.
(3) Where the personality in general is involved and there has been an uninterrupted history of maladaptation, the ego is clearly poorly developed and analysis is not likely to be fruitful.
(4) 1 do not think that the goal-pursuing method of Finesinger yields good results.
(5) As Schilder has suggested careful examination of the logical constructs of the ruminator may present the subject with weak points in his defences, and when he realizes the defensive nature of his constructs the superstructure falls, but we must be prepared for underlying psychotic dynamics being revealed. These types keep all the defences in the front line, and leave their lines of communication weak with the danger of resurgence of depression.
(6) Young persons, particularly children, should not be despaired of. While personality is still plastic prognosis is good.
(7) No one should object to leucotomy in extreme types. Neurosurgical theories apart, it is the best practical, if last, resort.
There exists an infinite gradation not only in the quanti:ative aspects of obsessional neurosis but in the grading from phobic disorders on the one hand and depressive states on the other. No black and white choice of therapy or prognosis can be made. The issue is not simply Freud or Frankenstein.
Dr. Karin Stephen: It is not so easy to say why any given person, if he does become neurotic, becomes obsessional rather than, say, hysterical or paranoid.
Psychoanalysis believes that neurosis is the after-effect of damage to the personality when it was immature and very vulnerable. A child's personality may be damaged if it suffers too much or becomes too frightened when it has to endure severe or prolonged deprivation or over-stimulation. When children are badly upset they react, instinctively, with some sort of reflex defence to try to ward off the pain and danger. In an extreme emergency the personality may simply take flight by turning a blind eye, just blotting out the whole thing; much in the same way as the body deals with intense physical pain by fainting, or the eye protects itself from a dazzling light by blinking. Of course it is not only children who are going to grow up neurotic who get hurt and frightened; such things are bound to happen to everyone. It would not only be impossible but even detrimental to try to shelter a child completely from the frustration which the vast disproportion between its demands and what reality offers inevitably imposes. A human being can only live successfully by learning to deal with such experiences, so that the best that can be done for a child is to temper the wind, especially at first, to let it enjoy full satisfaction at least sometimes, so that it may not lose heart, and to come to the rescue when it is too hard pressed so that it is not called upon to bear more than it has strength to endure and so to get over. (There are limits, too, to what parents can or should endure.)
Where neurotics differ from more normal people, is that for some reason, what they had to endure was too much for them, so that they never succeeded in getting over it. It is true that they no longer consciously remember what happened originally but, at some deep level of their minds, they are still brooding over it and their personalities are still organized defensively against ever having to go through the same sort of thing again, or even being reminded of it. Rather than risk this they recoil, instinctively, from everything which tends to revive the memory of what happened or seems to threaten its happening again, much as a person with an unhealed wound might wince away from being touched on the sore spot.
]Unfortunately this reflex withdrawal from contact can have disastrous consequences.
The purpose it served, originally, was to insulate the child in a crisis created by an intolerable mixture of pain and fright, provoking reactive rage and counter-attack or despair and collapse, which it could not bear to face. It may have been the only thing to do, then, but if this sort of reflex defence is kept up long after the original state of emergency is over, and becomes built into the character, it shuts an important part of the self offfrom the rest and breaks its contact with the outside world. If this part of the self remains too successfully insulated its development is arrested, it remains "fixated" to the old childish situation, unable to take in the new experiences which would modify or correct its earlier impressions and attitudes, so that it never outgrows and gets over the past-the old wound never gets a chance to heal. In some unconscious, subterranean region of the mind it carries on a separate existence, still wanting what it was originally deprived of, still frightened and angry, or despairing, afraid of its own violent and conflicting urges, out of touch with real life, still blindly defending itself against anything which seems to threaten to revive the old intolerable experiences of childhood.
The more rational, conscious part of the self lives its everyday life oblivious of this submerged childish part, except when this other self gets the upper hand. Then the personality loses touch with reality and commonsense and finds itself thinking and behaving in the cautious, irrational ways which we call neurotic, which would only be appropriate if what was happening now was identical with what happened long ago (or what the child believed was happening, which is often very fantastic). As far as this fixated part of the self is concerned, it sees no difference between now and then. It is m-eich as if the warding-off reflex by blinking were to stop the eye from being able to see ever after, and the person went on behaving as if he was still being dazzled.
According to psychoanalysis something of this sort has happened to all neurotics: their reflex defences have gone into spasm, or, to put it another way, have set up a short circuit, cutting out the long circuit through normal awareness of what is actually happening, so that they go on behaving as if they were still living in the remote past. This is how psychoanalysis explains the characteristically inappropriate neurotic behaviour which we call "compulsive" as compared with the more intelligent, realistic behaviour which we might, in contrast, call "voluntary". Important crises, even those which happen before the psychophysical organism emerges from the twilight state which precedes clear consciousness, leave their mark on it for good or ill, and the evidence shows that neurotic, compulsive behaviour may date back to experiences of pain and danger at any time in infancy and childhood, to troubles over suckling, even to the crisis of birth itself.
Of course if things go better later on a healthy child may get over a very bad start, or, failing that, may find some working adjustment which will enable it to grow up in the way we are accustomed to regard as normal. After all, there is no hard and fast dividing line between health and illness; the distinction is a relative one. But if bad experiences pile up one after the other the personality may become progressively damaged, and then it will begin to show the characteristic signs of illness. In childhood these are apt to be discounted as mere"naughtiness", or "bad habits", or ordinary bodily ailments; it is only later on that they crystallize into a recognizable neurosis.
As regards the choice of neurosis, no doubt constitutional predisposition plays a greater or lesser part, but leaving this aside, psychoanalysis would say that the form a neurosis takes has a good deal to do with the stage in its childish development at which the psychophysical organism had to endure more than it could bear, and with the type of reflex defences it resorted to. For instance, it connects obsessional neurosis with what it calls the "anal " stage, the predominant defence being one of vigorous opposition, reinforced by "over-compensation", as contrasted with the simpler blotting out which is more characteristic of hysterics. We all know how obstinate and covertly rebellious obsessionals are, also how they tend to over-drive and force themselves to do their duty, and how, in particular, they are apt to display a horror of dirt and untidiness, so that they will often wear themselves out in trying to eliminate it. According to psychoanalysis this over-conscientiousness, which wages a heroic though sometimes a losing battle against something in the self which seems determined to mess everything up, shows that the obsessional is still tied to what happened to him at the "anal" stage of his early history, the period in the child's life when it comes up against the problem of learning sphincter-regulation.
At this time it finds itself pushed and pulled in contrary directions, by the outside authorities who insist first that it musn't and then that it must deftcate, and also from outside itself, wanting to and trying to stop itself. It is a problem in which morals, at a nursery level, and self-preservation too, are involved. The child is confronted with the task of co-ordinating its bodily functions and its conflicting impulses, of steering the right or safe course between abject surrender to authority and bodily urges, and pig-headed resistance or defiance. The way children deal with these two kinds of coercion matters because it sets the model for their later dealings with coercion in all forms.
On the purely physiological level it is not a simple matter to acquire this sort of realistic self-regulation, but, for a child of this age, wider issues are involved concerning the regulation, not merely of its bowel functions, but of its passions, which is an essential part of characterformation. In early life deftcation means much more than the mere elimination of the waste products of digestion: for the child it is at times an urgent need whose satisfaction gives an intensely pleasurable sensation; also it is a creative act, and an act through which it expresses powerful emotions.
Human beings of all ages use their bodies to express their loves and hates. In babyhood, when they are angry, they scream and kick: sometimes they bite. It is an old wives' tale that babies distinguish those they love by wetting on them, and if psychoanalysis is right, both love and hate can express themselves through deftcation too. When the child is in a good mood its faces mean to it love gifts, so that, when the beloved adult treats them as worthless and scolds the child for producing them, it feels humiliated and rejected and very depressed or resentful. Deep down the child may cling to its own over-valuation of the precious substance, but at the same time it may turn against it in anger or despair, and it may even turn against or despair of itself too. I remember a patient whose whole manner and train of thought suggested that he was in touch with a bygone experience of this sort, holding out his cupped hand and exclaiming bitterly "they dash it out of your hand". Then he actually remembered that, at the age of 3 or 4 he had offered his mother a piece of his freces and she had struck away his hand in disgust.
When the child is in a bad mood its feeces mean dangerous expressions of hate, bombs with which it intends and believes that it is able to blow the adults up, and perhaps itself too, so that the adult's insistence on its defTecating at such times may well feel to the child like an incitement to murder, or suicide.
For the obsessional who is fixated at the anal stage, deftcation and faeces still have these powerful love-hate meanings, and, since he has never got over the childish humiliations and rebellious rages provoked by his nursery experiences, intense, often murderous hate is predominant. He is inclined to hoard his precious product, refusing to cast his pearls before swine, or to regard it as a dangerous explosive which he may long to fire off but also fears to let loose, all of which explains why obsessionals are inclined to be constipated.
But this childishly fixated reaction pattern is not confined to his own bodily products.
The obsessional wrestles to get the better of every kind of dirt and untidiness as if they were fiecal "messes", and disapproves or is terrified of them, but also secretly delights in them, and this identification with anal matters spreads over a still wider field, applying to doing one's duty in any sphere, to all sorts of work and creative activity, and also to all the tensions and conflicts set up by the vital urges, including sexuality.
To all needs and longings and to all outside coercion, even to the restrictions imposed by the laws of nature, especially by time, the obsessional reacts according to the old, blind, reflex pattern of "mustn't do it, must do it", "will do it, won't do it", "will do the exact opposite", with which he reacted originally to his own bowel urges and to the pressure put on him to be a good, clean boy, and he is inclined to treat all possessions, notably money, as if they were his own prized, rejected, dangerous faces, to be hung on to obstinately when others try to make him part with them, or doled out cautiously, or despised as '+filthy lucre". I don't know how accustomed psychiatrists are to regard behaviour in terms of this tendency to equate situations which have some resemblance, though in important respects they may be very dissimilar, to react to them all according to an identical pattern. One of the striking facts psychoanalysis has drawn attention to is how prone human beings are to "displace" the significance of old events on to new ones, and how, in neurosis, this is carried to extreme lengths. Imagination, of course, does this, and we do it too whenever we argue by analogy, but if drawing analogies is not to mislead us we need to pay attention to differences as well as to likenesses, otherwise we cannot learn by experience.
I suppose it is because they lack this power of taking in the unexpected that the behaviour of such creatures of instinct as ants is so stereotyped. The neurotic's state of mind, at an unconscious level, seems to be much like the ant's. His behaviour too is stereotyped, he has failed to learn by experience.
The obsessional's tendency to react to all kinds of compulsion as if they were interferences with his freedom to open his bowels is a case in point. It would be interesting to hear what the anthropologists could tell us about what happens to people in other cultur'ds which do not make such a point of cleanliness training as we do. Do they get "anal" fixations too? It would be interesting to know, but it would be wrong to suppose that anal fixations are all due to mistakes in upbringing, and that everything would be all right if children never learnt control at all. After all it is natural enough that children should get-alarmed when forces inside themselves threaten to run away with them, especially if they are forces of destruction, and defaecation is a very powerful force, and when it is used to express uncontrollable rage its meaning is very destructive. So, quite apart from outside interference, children might well react to this internal danger defensively, and no doubt they all do at times.
Neurosis only results when, instead of being outgrown, this reflex defensive attitude gets built into the character. The great problem in explaining the cause of neurosis is to discover why this happens in some cases and not in others. Put briefly, it seems to have something to do with the excessiveness of the original pain and danger and the contradictoriness of the reactions simultaneously aroused, relative to the personality's powers of endurance and coordination at that time, and also, perhaps, to do with the degree of shock.
On the question of the suitability of obsessionals for psychoanalytic treatment, I should say that, so far as we know, there is nothing in the obsessional type of defence as such, nor in the fact that the fixation appears to be at the anal level, to contra-indicate analysis, and indeed some obsessionals do very well, though progress is apt to be slow because their defences are tough. But if the personality is very rigid this may be taken as a danger signal, warning us that it may be unsafe to tamper with its defences.
Response to treatment, cure, would involve relinquishing the reflex type of defence on which the personality is relying, to replace it by some more flexible and more reaiity-adapted kind of self-regulation. Great rigidity of personality structure may mean that its capacity to make this readjustment is weak or non-existent. Its only alternatives may actually be, either to keep the neurosis or to go to pieces, in which case it would be better to leave it alone. This, perhaps, really comes to much the same thing as saying that a severe obsessional neurosis may mask a psychosis, a point on which there is general agreement. Underneath the rigidity which does at least enable the patient to keep going, there maybe schizophrenic chaos. But even this is not specific to the obsessional, we know that other kinds of neuroses, too, may mask a psychosis.
In regard to the handling of these patients psychoanalysis, with its gradualism and avoidance of force, may be relatively safe as compared with other forms of psychotherapy, such as abreaction under drugs, which make a more frontal attack on the defences. I believe that at present, psychoanalysis is the only psychological approach which offers any real hope of cure.
The psychoanalyticmethod is unique in that it does not try to coerce the patient into getting well, but offers him an opportunity-if he can take it of completing the process of growing up, which was arrested by his illness. To this end it seeks to gain the co-opelation of the patient's personality (not merely his intellectual consent) in the very difficult combined operation at which the treatment aims. On the one hand it aims at enabling the patient to develop awareness of internal and external reality, of what, at a dynamic though unconscious level, a part of himself really believes and feels and wants and fears, and of what the world is really like and what he may expect from it.
On the other hand it aims at-enabling him to develop his own powers of mastery, both of himself and of his outside circumstances, so that, in the light of this awareness, he may be able to choose when to hold back and when to let go. This change-over from helplessness to mastery corresponds with the change-over from infancy and early childhood to adult life, and with the change-over from neurotic, compulsive functioning to healthy functioning. Again, of course, there is no hard and fast line of demarcation.
To be offered this opportunity, the opportunity in fact to grow up, may indeed be the patient's only chance of recovery, and, this, being so, the analyst may decide to attempt treatment even in very severe cases, being fully aware that the undertaking is a formidable one and not free from risks and that, at best, the analysis is bound to be lengthy and arduous, but judging that a treatment lasting even ten or fifteen years may be justified if its outcome in the end is successful, and if the only alternative is lifelong misery. If he decides to make the attempt the analyst will proceed cautiously, bearing in mind the possibility that, as the case develops, cure may prove impossible, either because the patient may defeat the analyst by clinging to his defences through thick and thin, making no progress, or because it becomes clear that his neurosis is the best adjustment of which the patient is capable, so that any change would be for the worse.
If the analyst begins to foresee that to proceed with the analysis will either be useless or positively harmful, he has not burnt his boats, as the surgeon inevitably must. It is still open tp him quietly to change over to a less radical, more supportive kind of psychotherapy for a while, after which he can let the patient go in a state at least no worse, perhaps somewhat better than he was wvhen the treatment bega'n.
No responsible analyst would claim that analysis is a panacea which is bound to. succeed, nor that it is always free from risk. We knoWV well that psychoanalysis is a powerful catalyst.
The treatment cannot make any headway without activating the old painful memories and fears and fantasies which,-though they may be out of date now, were all too real in early life and, at an unconscious level, are still real to the patient, but which his defences have somehow managed to keep at bay. So analysis must, inevitably, put a strain on the patient's endurance.
No one develops a neurosis without good reason: every neurosis is an attempt to deal with experience which was, originally, and still feels as if it would be, intolerable. However costly it may be in happiness and efficiency, the patient clings to his illness as being the lesser of two evils, since it does at least provide him with a modus vivendi. And indeed for some it mnay really be the lesser evil.
Is the patient capable of doing without his neurosis? An experienced psychiatrist can, no doubt, form some opinion, but I do not know of any reliable criteria by which the matter could be judged. Perhaps it would at least be a beginning if we could formulate the sort of considerations which appear to be relevant. At present we have no alternative except to carry on our investigations in the two separate sciences of organic and psychological medicine, each using its own language in its attempts, for instance, to explain the psychophysical happenings which we call neurosis by framing hypotheses in terms on the one hand of physical, and on the other of psychological causal sequences. There is nothing in either kind of hypothesis which-contradicts the other: it is not a question of either/or, both may be true and, if each side can make its findings intelligible to the other it may turn out that we can use each other's explanations, in the way that science uses analogies, to throw light from one field of investigation on to the other, and this, perhaps, will help us with our common problem, which is concerned with the functioning of the psychophysical living organism.
My contribution must be to say what I can about how a psychoanalyst would try to determine whether, with the help of analysis, a given patient's personality would be capable of further growth, away from fixation, helplessness and stereotyped patterns of reaction, in the direction of awareness, mastery and self-direction.
Already some analysts, though so far only working in isolation, have begun to experiment with using E.C.T. in depressive cases where, for some reason, the barriers which hinder the patients' mental growth seem to be insuperable by ordinary analytic treatment, and already, in a few cases, they have found that, after shock, the patient has been made able to make better progress than he could before.
This clinical fact is of practical importance, obviously, but it is also highly intriguing theoretically. It is a challenge to us to find out what this electric shock to the brain has done to the patient's personality, not to interfere with its functioning or diminish it capacities, which can easily be brought about by brain injury, but to make it function more normally. ff the psychoanalysts and those psychiatrists who employ physical therapy would work together on this problem we might learn more about the physical and psychological changes associated with the process of recovery.
Psychoanalysts are not prepared to say definitely that treatment by analysis is suitable for a particular type of neurosis, or that it would be advisable in, for instance, a hysteric, an obsessional, or a paranoic. But already psychoanalysts can say, although as yet only in very general terms, a good deal about the internal dynamics of personalities who are more or less likely to be capable of recovery.
One can try to assess a personality from the point of view of the balance between internal forces or between opposed tendencies, for instance between love, rage and fear, or between seeking for contact and withdrawal into fantasy, between the forces of integration and disintegration (which Freud must have had in mined when he talked about Eros and the Death Instinct). These integration-disintegration tendencies seem to be connected, though not identical, with the opposed tendencies of growth towards maturity and of regression, and with the tendencies to go on hoping and trying or to despair and give up.
One might say, tentatively, that if a personality is too much dominated by rage it may prove too hostile or too much bent on revenge to co-operate with the treatment, or, if it is too much dominated by fear, if may prove too mistrustful. If it is too much withdrawn it may prove inaccessible. If its powers of integration and its growth tendencies, or its capacity to go on hoping and trying are too feeble, it may prove incapable of development.
I believe the consideration of these various balances is relevant to our problem, but as yet we have no precise criteria by which to estimate the relative strength of these opposed forces.
Perhaps the way in which it comes most naturally to an analyst to try to assess the recoverability of a patient's personality would be in terms of the strength or weakness of his Ego.
It must be confessed that the word Ego is not always used with a single consistent meaning in analytic literature and discussion. Sometimes it seems to be used to mean much the same as we should ordinarily mean by the Self. Sometimes, as where Freud contrasts Ego-with Libidinal-instincts, he seems to be using it to mean the forces of self-preservation. Elsewhere, when he is describing the psychophysic 1 organism "topographically" rather than dynamically Freud speaks of the Ego as the part on the surface which makes contact with what is outside it, whose function is to mediate between the organism's needs and desires and the outside world in which they seek satisfaction. -The Ego's task is to be aware and make intelligent judgments in the light of experience, so that it may direct the forces of the Id relevantly and appropriately.
In this meaning, which is the one that concerns us, the Ego's function, over and above mere awareness, is concerned with organizing and integrating and co-ordinating, in such a way that the psychophysical organism may be able to act as a whole, purposefully and selfconsistently, instead of being pushed about helplessly and disrupted by incompatible and conflicting drives. It would seem to be the Ego, in this meaning, which, in its immaturity, defends itself reflexly against being overwhelmed. But these very defences whose aim is to protect the immature Ego, defeat their own end, if they persist, by interfering with its development. So they keep the Ego weak, Given, then, that, in so far as a patient is neurotic, his Ego is bound to be weak, what has to be determined is whether or not, with the help of treatment by analysis, he would be capable of doing two things.
One df these has to do with his sense of reality, potential if not yet actual. Would he be capable, not merely at a rational level, but deep down too, of seeing through the fixed preconceptions, based on early experience interpreted childishly and so, often, extremely unrealistically, depressingly and terrifyingly, by which his attitude towards himself and the outside world is still conditioned? Would he be capable of distinguishing fact from fantasy, of discriminating his present circumstances from those in which he actually was, or believed himself to be, in his childhood? Recovery, in one of its aspects, depends on his being able to do these things. If he can do them this will release him from his stereotyped, compulsive, neurotic behaviour patterns which are conditioned by his persisting preoccupation with the past, especially from the profound grudges, the rooted mistrust, the intense guilt and the basic despair which weigh so heavily on all neurotic personalities.
This will do much to improve the love-rage-fear balance and the balance between hope and despair and between contact-seeking and withdrawal, since contact will become safer and more likely to offer satisfaction. And as the submerged, arrested part of himself, which was cut off from life, becomes better able to be aware of what is really happening it will be in a position at last to learn by experience, and so to be released from its fixations, complete its growing up and become integrated with the rest of the self Besides awareness the other Ego-function which must be taken into account is concerned with integration, co-ordination, growth and mastery. From this point of view the patient's recovery will depend on his being able to do without the reflex defences by which he has been protecting himself from being at the mercy of his own inner urges and the outside world, not, of course, by exercising no control at all, for that would land him in chaos, but by outgrowing them and replacing them by self-direction. Functioning at this Ego-level the personality acts as a whole in a co-ordinated, purposeful way, adapting itself, in the light of awareness and judgment, and harmonizing the conflicting forces inside itself, where this is possible, or, when it is not, choosing among them, giving right of way to some and blocking others which conflict with those which it has chosen. This Ego-functioning differs from the other kind of blind, stereotyped reaction in the same way as voluntary differs from compulsive, healthy from neurotic, intelligent from instinctive, purposeful from automatic behaviour. If it is true to say that there is something distinctively human about learning by experience, purposeful self-direction and deliberate choice guided by intelligence, all of which we have been regarding as the functions of a strong Ego, then perhaps we might speculate that one goal at which evolution appears to be aiming is the development of the Ego. Certainly it seems to be the aim of growth towards maturity in the individual human being.
If psychological inxestigations into the functioning of the personality and neurological investigations into the functioning of the brain are converging over this central problem a point may before long be reached at which it would be possible to link up what organic medicine is discovering about integration at the higher levels of the nervous system and what psychoanalysis is discovering about the development of the Ego.
Dr. William Sargant and Dr. Eliot Slater: In psychiatry to-day we have reached a curious state of affairs in which we are aware of the value of a number of treatments but do not understand their indications. We can, indeed, get a considerable amount of guidance from established systems of diagnosis and classification. The schizophrenic patient, for instance, cannot be treated on exactly the same principles as the neurotic. But the indications provided in this way are not by themselves sufficient, and are actually neglected by some clinicians. We should be able to add to them more refined methods of assessing therapeutic needs. This is, unfortunately, not common practice; and what we see instead is the application of rule of thumb and personal bias. Among our number are those who consider that all sorts of disorders are best treated by psychotherapy; and there are others who submit almost every variety of patient under their care to electroshock, or to electronarcosis, or to narcoanalysis, or to some other pet method. This is a state of affairs which cannot be tolerated for long. Somehow or other we must learn to say not only that such and such a patient might well be treated by method A, but also that methods B, C and D are inappropriate. Before we can do this with confidence, we must accumulate a very much larger amount of information than we have at present about success and failure with different methods in different conditions. Reports on the results of physical methods appear from time to time, but we would like to appeal to our psychotherapeutic and psychoanalytic colleagues to come forward with their statistical and clinical results. From the Annual Report of the Institute of Psychoanalysis, we see that during the year 1948-49, 51 cases of obsessional reaction were recommended for psychoanalysis, and only 3 for treatment bv other methods. We can be sure of this. There is no psychological, just as there is no physical, cure-all. If psychoanalysis, or any other specific psychotherapy, is a really powerful method of treatment in one case, then there will be another case in which it is useless or dangerous. The various psychotherapies must have their indications and contra-indications; but what they are we yet wait to be informed.
In obsessional neurosis therapeutic confusion is at least as bad as in any other field. Obsessional patients are psychotherapized, psychoanalysed, shocked, insulinized, drugged into sleep, and leucotomized. How often are these methods successful, and in what sort of patients? Obsessional neurosis offers a particularly difficult therapeutic problem. The obsessional constitution is tough, solid, obstinate material. The patient can be battered by electroshock into a confusional dysmnesic state, and on recovery show all his old behaviour patterns unaltered, with added impairment. With insulin treatment he sometimes feels a little better when in a semisoporose state but afterwards feels worse. Under sleep treatment, the drugs hardly alter his symptoms, and instead of relapsing peacefully into sleep he is likely to become confused. Leucotomy will often have a beneficial effect on his anxiety and tension, and despite that he will maintain the old compulsive thoughts. Can one cure obsessionals by letting them talk? We have seen one obsessional boy who had had psychoanalysis and had recovered, though he had relapsed before he came to us; and the connection between treatment and recovery we could hardly regard as established. Another obsessional patient reached us after spending during a long illness four years with one very distinguished analyst, one year at the Institute, and five years with another analystand was still spending many hours every night in the lavatory.
In this paper we shall give a short account of our experience with various physical methods in the treatment of obsessional neurosis. This experience has been sufficient to clear the ground for us, and to provide definite contra-indications to at least some of the methods in common use.
Sleep treatment is only occasionally of any value. Large doses of drugs are often needed as the patient is afraid to sleep and will not relax. After drug-withdrawal there is an enhanced risk of confusional states which may even land the patient temporarily in a mental hospital.
Well-established obsessional behaviour patterns are not touched. Sometimes, however, one will find an obsessional patient who has succeeded in keeping his symptoms within reasonable bounds for a long time, but as a result of recent emotional pressures has become anxious, worried and exhausted, so that his old symptoms impose an intolerable burden. Such a patient may be helped by sleep, which will relieve the anxiety, and enable him to readjust in the old pattern.
Modified "insulin treatment rarely helps much. Its effects on the obsessional may be paradoxical. Janet pointed out many years ago that improving the physique of psychasthenics often only increased the strength of their conflicts. We have seen obsessional prisoners-of-war who were relieved of their symptoms when semistarvation had caused a severe loss of weight; and we have observed vomiting and physical debilitation in patients under our care cause a temporary remission of symptoms. On the other hand as, under modified insulin treatment, the physique improved, tension became greater, in marked contrast to the anxiety-hysteric who in parallel circumstances rapidly improves. The benefit derived from physically lowering treatment may be the basis of such methods of treatment as starvation cures, vegetarianism, &c. One of our patients put on a rice diet showed a considerable lowering of tension. Part of the psychoanalytic theory of obsessional states is that libido is wrongly directed. We know that stilbeestrol in the male reduces sex tension. It is our experience that it may reduce tension generally, if given in doses of 5-15 mg. a day. If we may be permitted to speak in libidinous terms, wxe might say that under this treatment the lowering of the level of libido allows it to be diverted on to less narcissistic objects; in plainer language, the patient complains less of his symptoms. Interesting results with stilboestrol have also been seen in selected male patiernts, both schizophrenic and obsessional, in whom tension and obsessive rumination were outstanding symptoms.
We have no recollection of any obsessional patient, who was not schizophrenic, being benefited by insulin coma treatment. Admittedly we'have treated very few such patients in this way ourselves. But we have had no success at all, and if others have tried it they have not reported improvements. Even the combination of electroshock and insulin coma has proved in our hands unavailing.
Treatment by electroshock requires more detailed discussion. An obsessional neurosis is not the only illness to which the obsessional constitution is heir. It is also liable to a form of endogenous depression which shows itself very often as one of involutional type. With these states, even if they occur in the earlier rather than in the involutional years, electroshock will generally prove of the greatest value. The clinical signs of a definite and lasting depression will hardly be mistaken. It is above all when retardation is in the centre of the picture that good results will be obtained. Generally speaking the patient who sleeps well, even ifhe is apparently depressed, does not respond to E.C.T. The best results are obtained with those who suffer from an early morning wakefulness, and are more depressed in the morning than in the evening. When this diurnal rhythm is reversed, there is a danger that shock treatment will make the patient worse rather than better. In any case the good effects of shock treatment will be limited to the relief of the depression. One cannot expect that a pre-existing rigidity of temperament, or a tendency to compulsive rumination, will be favourably influenced.
Compulsive symptoms are by no means rare in depressions occurring in persons of nonobsessional personality. They are often monosymptomatic, nearly always confined to a limited field, and have only appeared with or after the onset of the depression itself. This syndrome must be carefully distinguished from obsessional neurosis; for compulsive symptoms of this secondary kind nearly always remit with recovery from the depression which was their primary cause.
The affect which is cbaracteristic of an obsessional state is that of tension. We have never known this to be relieved by electroshock, not even after an intensive course which has reduced the patient to a state of confusion with bed-wetting. The notion that E.C.T. is a half-way stage towards leucotomy is fundamentally false. The two are poles apart in their physiological effects. Put in its simplest form, E.C.T. is a treatment for retardation and the depressive affect; leucotomy is a treatment for anxiety and tension. Apparent paradoxes can be resolved. The agitated melancholic is usually tense, and yet responds to E.C.T. This tension, however, is secondary to the depression and disappears as the primary affective change yields to treatment. Furthermore, the tension is of a different quality to that seen in the anxious and obsessional patient. One will not see, in the melancholic, the same signs of sympathetic overactivity. When placed on the couch to take treatment, neither pulse nor breathing may alter. On the other hand, some involutional melancholics make only a partial remission with electroshock. They are generally of anxious or obsessional personality, and the failure of treatment is accounted for by the persistence of these traits in enhanced form while the depression has lifted. These are the depressive patients who eventually may need a leucotomy.
The hopes that intensive E.C.T. would benefit obsessionals have, in our experience, not been borne out. Even in ordinary doses it usually makes the obsessional patient worse, by increasing his anxiety, and he may remain worse for years. If he is already depersonalized, this symptom too is unrelieved or exacerbated; and if he is not, E.C.T. may catse the symptom to appear. If it does appear, it is itself likely to persist for a very long time.
E.C.T. is a quick, easy and convenient method of treatment. There are few centres now where it is not available. There is a strong temptation to "have a go". It is one thing to try a few electroshocks, carefully watching for results, in case one has missed a depression; and quite another to submit an obsessional to one of those prolonged courses which are a curse on present-day treatment. Least of all is it justifiable to submit the obsessional patient to a long course of E.C.T. simply because one already has leucotomy in mind. The undesirable after-effects of E.C.T. are often experienced as subjectively disturbing when a later leucotomy has benefited other symptoms; and we have observed several patients with slight memory disturbances, attributable to E.C.T., which though not increased by leucotomy made the post-operative adjustments more difficult.
We have already referred to the toughness of the obsessional constitution, and the incapacity of the obsessional patient to relax. Drug abreactive treatments, accordingly, have entirely different effects with obsessional and hysterical patients. The fluidity of nervous integration in the hysteric permits him to abreact emotions, and to regain normal integration with benefit to his symptoms. The obsessional patient behaves differently. He will not let himself go. As dissociation threatens, all his fears mount to a peak. He is afraid ofgoing mad; and indeed he may go mad, that is pass into a confusional state, if pressed too far. Similarly, Meduna's carbon-dioxide treatment has in our hands always failed with obsessionals and if persisted with, has usually made them worse. This is a point to be specially borne in mind by those who have been encouraged by successes with this new method in traumatic hysteria.
The foundation of psychoanalysis was laid down when Breuer and Freud treated a hysterical patient by abreaction. Freud later abandoned this method for free association. It is possible he did so because of poor results with patients of obsessional type. A drug technique which more nearly resembles free association than abreaction can be helpful with some obsessionals, in our experience and that of our colleague Dr. Shorvon; and Delay and others in France have noticed the same thing. This is to give not a narcotic drug but methedrine, which is an excitant. Janet, to whom we owe most of our basic knowledge of obsessional states, stressed the need for the re-excitation of the obsessional. Under methedrine, the patient does not dissociate, but is temporarily released from his preoccupation with obsessional symptoms and is able to pour out a stream of talk touching on more general fears and ruminations, with at least occasional and temporary relief. We are not prepared to speak of longterm results. Why this should be so is not easy to explain, and we speculate very hesitantly. Lowenfeld has spoken of anxiety always being discharged through the traumatic focus. If one can consider that there is a local disturbance of brain function in an obgessional state, then methedrine may allow, through its general excitatory effect, of other pathways between thalamus and cortex being activated. In more general terms the excitation of alternative emotional pathways may be the basis both of spontaneous remission and successful psychotherapy. As one example, if the attention of the obsessional is diverted from his symptomatic ruminations on to recollections of infantile sexuality, as is attempted by analysis, he may well be helped. Infantile sexuality does not, however, have to be the theme. We have heard of one obsessional patient who was cured of a syphilophobia by an experimentally minded venereologist telling him that he need have no fear of G.P.I., but his heart was in a very bad way. He forgot all his old fears in his anxiety over the new one. The old pattern had been disrupted, and the new anxiety, so recently imposed, could be dealt with fairly easily by simple methods of reassurance.
We come, last, to the subject of leucotomy. At one time, we were inclined to think that we got better results with leucotomy in obsessional states than in any other condition for which the operation was used. Certainly nearly all our early cases, which were handpicked out of many thousands of neurotic patients who went through Sutton Emergency Hospital, did remarkably well. Later subjects have not always done so well, and if we have had excellent results we have also had patients who derived no benefit. This is, perhaps, in part due to the fact that in the course of time the standard operation has been modified and has tended to become a milder one.. It may also be that our earlier cases were more intensively studied. The development in operative technique, though it may have caused us some disappointments, will, no doubt, in time lead to the discovery of an operation which will produce the maximum relief with minimum damage to the personality. As things are at present, one cannot expect that obsessional ruminations will entirely disappear without signs of a flattening of the personality; but a lesser degree of damage may abolish the tension they cause. The patient improves because his symptoms cease to excite the same emotional response, and with lack of continued emotional reinforcement become of little importance. Altogether our combined experience over the past eight years amounts to about 40 cases in which an obsessional component played a dominant part in the disability, and who have been leucotomized. Out of our 22 earliest ones, 9 made a recovery which we are strongly tempted to call 100%, only 3 derived no benefit and the remainder all made substantial improvements of different degrees. All these patients were chronically incapacitated, and were originally considered intractable. They have been followed from the year 1942 when the first of them was operated.
Our best results have been obtained with the patients who had the best premorbid personality, and especially those who, when their illness came on, tried their best to keep going in a socially normal way. Patients who had gone from clinic to clinic in the search for help responded favourably. On the other hand, signs of complacency and anergia of personality are unfavourable prognostically. We have found that comparatively late onset of symptoms, say in early adult life, is more favourable than an onset in childhood. Obsessional states which are monosymptomatic, or with strict limitation of the field of abnormal experiences, respond very well. It has been our experience that states where symptoms are shown predominantly in the sensory and subjective fields react to operation much better than those in which there is an abundance of motor symptoms. Several of our patients who failed to improve after a first operation have done extremely well after a second. In these cases, either the first operation was deliberately modified, e.g. a lower-pole operation only, or there has been an absence of post-operative psychological effects indicating that at operation very little if any damage had been done. However, in considering patients for a second operation, we prefer those who had a temporary improvement, even if followed by relapse, to those who did not change at all. We have not found that age is any bar to treatment. One of our patients, a woman of 69 with a duration of illness of twenty years, is now very well indeed at the age of 72; and two other male patients of over 70 have done extremely well. But if age is not a bar, youth probably is. Young patients do not usually do well: and we would deplore the application of the operation to children, until we have much more knowledge and understanding.
In this connexion there is one risk to which we should like to draw attention. A few of our patients after operation have passed into a characteristic schizophrenic state. We do not wish to suggest that leucotomy caused this development, although that possibility cannot be entirely excluded. It does seem possible that leucotomy may loosen the integration of the personality and deprive it of defences, after which a pre-existing schizophrenic process can make more rapid headway. The patients who showed this unfavourable change also all showed some atypical clinical features in their obsessional neurosis. One of them was hearing auditory hallucinations before the operation, but could only bring herself to admit them afterwards. Another patient had obsessional ruminations about the size of his head, which retrospectively in the light of later knowledge had a quality of the delusional. We would therefore suggest considerable caution in recommending the operation, especially in persons under the age of 30, and above all if there is anything clinically atypical. We must remember that there are many problems still unsolved. Every year brings us some new advance, and where, in an individual case, we are on unsure ground we can hold our hands a little. We have no evidence that the prognosis is worsened by waiting even a year. None of our best patients has in the end suffered from delay, and the patient who goes downhill rapidly is very likely a schizophrenic. This is without prejudice to social considerations which must be allowed due weight; the man of good personality, for instance, will remain intact, but he may be in danger of losing his job if nothing is done. As Lewis has shown, spontaneous remission is not infrequent, and may occur even after prolonged periods of illness. One of our patients had a previous illness of seven years' duration, a remission and several years of comparative health, before an eventual relapse reduced her to a state of prolonged misery and necessitated operation. But if caution is indicated, so also is reasonable courage. If we are faced with a patient whose obsessional symptoms are characteristic, of prolonged duration and in one way or another incapacitating, then leucotomy is the treatment of choice.
Dr. W. Clifford M. Scott said that he considered Dr. Stephen's summary of the already published psychoanalytic literature concerning the treatment of obsessional states by psychoanalysis was quite adequate. Individual psychoanalysts knew more about their successes than about their failures and he made a plea that psychiatrists treating the failures of psychoanalysts should let the psychoanalysts know the outcome.
Dr. Scott was certain that the Directors of the London Clinic of Psycho-Analysis would be very grateful for such help in assessing results. He hoped that eventually enough data would be collected by the co-operative efforts of many psychoanalysts to enable the different factors contributing to the success or failure of any given psychoanalytic treatment to become clearer.
